IMPORTANCE Inadequate adherence to recommendations known to reduce the risk of sudden unexpected infant death has contributed to a slowing in the decline of these deaths.
A national public awareness campaign (Back to Sleep) to improve rates of supine infant sleep positioning to reduce the risk of sudden infant death syndrome (SIDS) was successful in halving the US SIDS rate; however, in 2014 there were still approximately 3500 infant deaths due to SIDS, accidental suffocation or strangulation in bed, or ill-defined causes. 1 The peak age incidence for these deaths to occur is at 1 to 4 months, and 90% occur before the age of 6 months. 2 Barriers to changing parental behavior regarding infant safe sleep environments include concerns that the infant will not sleep as well [3] [4] [5] [6] or will be more likely to aspirate 3-7 when placed in the supine sleep position. Adherence to supine sleep recommendations plateaued between 2001 and 2010, never reaching target levels. 8 Furthermore, US public health efforts have been less successful in changing behaviors with regard to bed sharing 9 and soft bedding use. 10 Although pacifier use is associated with reduced SIDS risk, 11 no interventions to increase pacifier use have been published. In addition, there are racial/ethnic disparities in adherence to infant safe sleep recommendations.
6,9,10,12
To address these issues, 2 separate complementary interventions to promote infant safe sleep practices were developed. A nursing quality improvement (NQI) intervention targeted initial adherence, 13 and a mobile health (mHealth) messaging intervention was aimed at promoting continued adherence during the first 2 months of the infant's life. 14,15 These interventions were designed to use strategies that could be widely implemented in a cost-effective manner if they are proven effective. All interventions were branded with a name, logo, and tagline (TodaysBaby: Helping You Make the Best Choices for Your Baby).
The Social Media and Risk-Reduction Training (SMART) study, a 4-group cluster randomized clinical trial (RCT), was designed to assess these safe sleep interventions with similar breastfeeding interventions used as controls.
Methods

Study Population
Recruitment Mothers of healthy term infants were recruited from 16 US hospitals that were selected from a nationally representative sample of 32 hospitals with more than 100 deliveries annually (the hospitals are listed at the end of this article). The hospitals were selected based on their history of successful recruitment for the Study of Attitudes and Factors Effecting Infant Care Practices (SAFE), a national study of infant care practices, [16] [17] [18] and their prestudy rates of parental adherence to infant care practice recommendations. The trial protocol appears in Supplement 1. Due to the known racial/ethnic disparities in adherence to safe sleep recommendations, 19 hospitals were provided target recruitment numbers for Hispanic, non-Hispanic black, and mothers of all other race/ethnicities in a manner identical to the strategy used in the SAFE study. [16] [17] [18] Race/ethnicity was self-reported using fixed categories from which to select. Institutional review board approval was obtained from Boston University, Yale University, the University of Virginia, and all participating hospitals.
Randomization
A cluster randomized approach allowed hospitalwide implementation of the interventions. Sixteen hospitals were divided into 4 groups that were balanced based on prestudy rates of infant care (sleep and feeding) practices and geographic location. Each group of hospitals was randomly assigned by computer-generated random numbers using a blocked randomization scheme to 1 of the following 4 intervention combinations:
(1) breastfeeding NQI and breastfeeding mHealth; (2) safe sleep NQI and breastfeeding mHealth; (3) breastfeeding NQI and safe sleep mHealth; or (4) safe sleep NQI and safe sleep mHealth.
Enrollment
Enrollment at each hospital began after a median of 86 days (range, 20-149 days) following NQI completion so that the hospitals could begin enrollment in a rolling fashion between March 2015 and May 2016. All mothers were enrolled during the hospitalization for the birth. Mothers were excluded if they were non-English speaking, did not live in the United States, did not have custody of the infant, or could not receive daily email or text messages. Other exclusions included if the infant required hospitalization for more than 3 days, had contraindications to breast milk feeding (ie, feeding directly on the breast or drinking pumped breast milk) or following safe sleep guidelines, or was deceased.
Data Collection
After written informed consent was obtained, mothers provided demographic and contact information and were oriented to their preferred email or text message platform. Using procedures identical to those used in the SAFE study, [16] [17] [18] mothers completed a survey that asked about sleep and feeding practices when the infant was aged 60 days or older. Although there was an emphasis on study completion before the infant was
Key Points
Question Will 2 separate, complementary interventions (nursing quality improvement intervention and mobile health intervention) promote safe infant sleep practices?
Findings In a 4-group cluster randomized clinical trial with 1263 families, mothers who received a mobile health intervention with regular text or email messages and videos reported statistically significantly higher rates of placing their infants supine to sleep compared with mothers who received control interventions (adjusted prevalence, 89.1% vs 80.2%, respectively), room sharing without bed sharing (82.8% vs 70.4%), no soft bedding use (79.4% vs 67.6%), and any pacifier use (68.5% vs 59.8%).
A nursing quality improvement intervention did not influence infant safe sleep practices.
Meaning A mobile health intervention improved adherence with infant safe sleep practices. Whether widespread use of this type of intervention is feasible and reduces sudden and unexpected infant death rates remains to be studied.
aged 150 days, mothers received reminders to complete the survey until the infant was aged 240 days. Data collection ended in October 2016.
Description of Interventions
NQI Interventions
The NQI interventions were designed to ensure that mothers would hear key messages, and that there was appropriate role modeling by hospital personnel. Because randomization was at the hospital level, all mothers who delivered at a given hospital were exposed during routine postpartum care to education and role modeling resulting from the assigned NQI intervention, along with any preexisting educational practices performed at the hospital. Mothers in all groups received basic information about breastfeeding and safe sleep per hospital protocols, including advice to bring the infant into the parental bed for feeding, but to move the infant back into a separate sleep space when the parent was ready for sleep, and to postpone pacifier use for directly breastfed infants until breastfeeding was well established.
Study investigators developed the safe sleep and breastfeeding control NQI interventions using prior successful interventions, 20-23 existing curricula, [24] [25] [26] prior research on barriers to adherence, [3] [4] [5] 7, 27 and qualitative data from focus groups with maternity unit staff at 2 large academic hospitals (Yale New Haven Hospital and University of Virginia Health System) as guides.
The NQI used a train-the-trainer model with local nurse champions as coordinators, evidence-based educational materials that provided strategies for addressing barriers to safe sleep 3-5,7,27 and breastfeeding, [28] [29] [30] [31] [32] and an emphasis on the importance of role modeling best practices. Each hospital team decided on and implemented NQI initiatives in plan-do-studyact cycles. Following each cycle, hospital staff conducted unannounced audits in which they observed maternal practices and asked mothers about information received from staff.
mHealth Interventions
The mHealth interventions provided ongoing messaging timed to anticipate likely adherence challenges. Study investigators developed health messages and educational videos to be delivered by email or text messages to parents. The health messages and educational videos were reviewed by experts in safe sleep, breastfeeding, health education, and social marketing and by family caregivers of newborn infants (target audience). Videos contained parent testimonials, addressed common questions and barriers to safe sleep (intervention) or breastfeeding (control), and were delivered at times when these issues typically arise. For instance, because concern about aspiration while an infant is placed in the supine sleep position is a major reason for early prone placement, a video addressing this concern was among the first videos mothers were given. Video topics appear in eTable 1 in Supplement 2. At enrollment while in the hospital, mothers answered questions about current infant feeding status and feeding plans after hospitalization and viewed the first 2 TodaysBaby videos (safe sleep or breastfeeding; each approximately 3 minutes long). Within 24 hours, participants began receiving email or text messages (based on participant preference) with TodaysBaby videos (lasting 60-90 seconds long). Messages were delivered centrally by the study data center using proprietary platforms (Mobile Commons for text messages; iContact for email). Mothers received daily messages and videos for the first 11 days and then every 3 to 4 days for60days.
Outcomes
The primary outcome was adherence to the following 4 infant safe sleep practice recommendations from the American Academy of Pediatrics: (1) infant sleep position (supine vs other), (2) infant sleep location (room sharing without bed sharing vs other), (3) pacifier use (any use vs no use), and (4) soft bedding use (no soft bedding use vs other). Adherence was measured by maternal responses to the survey, which asked about usual practice during the past 2 weeks. Prespecified secondary outcomes regarding breastfeeding behavior are not reported in this article.
Statistical Methods
Sample size was determined to provide adequate power of detecting the effect of an individual intervention in the presence of an interaction. To account for the cluster randomized design and generalized estimating equation logistic regression analysis, necessary sample size was determined through simulation. Based on results from the SAFE study, we assumed prestudy prevalence of a safe sleep practice ranging from 50% to 60% across hospitals.
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Because clinical trials have demonstrated modest improvements in infant safe sleep practices (increases ranging from 7%-30% in supine sleep positioning and decreases ranging from 12%-28% in bed sharing 14, 33 ), we powered the study to detect a 10 percentage point difference between 2 groups, and determined that a sample size of 1280 (320 per treatment group) was needed for 80% power (2-sided P < .05 with a Bonferroni adjustment for multiple comparisons). Allowing for an anticipated 20% loss to follow-up, this led to an enrollment sample size of 1600 (400 per group).
Survey respondent and nonrespondent demographic characteristics were compared using a χ 2 test. Prespecified statistical analyses evaluated the 2 study interventions (NQI and mHealth) on the sleep outcomes. Unadjusted and adjusted analyses, controlling for infant age and sex; mother's age, parity, educational level, marital status, and household income; and the baseline between-group differences were performed using generalized estimating equation logistic regression models to account for within-hospital clustering and to allow both individual-level and hospital-level covariates. Prevalence of safe sleep outcomes range from approximately 60% to 90%, and the usual interpretation of odds ratios may be misleading given these common outcomes. Therefore, we converted adjusted odds ratios and 95% CIs from the logistic regression models to adjusted risk differences and 95% CIs using the observed prevalence in the group that received the control for both the NQI and mHealth interventions as the control group prevalence.
We first report on the separate effects of the NQI and mHealth interventions based on the main effect models with indicator variables for the 2 interventions. We then fit multiplicative interaction models with indicator variables for the NQI intervention, mHealth intervention, and their interaction. When the interaction between the 2 interventions was not significant, only the main effect model is presented. When the interaction between the 2 interventions was significant, the results from the interaction model are also presented. To account for examining multiple outcome measures, our original protocol called for calculating Bonferroni-adjusted P values.
The Hochberg procedure also provides strong control of the family-wise error rate and is more powerful than the Bonferroni procedure; therefore, Hochberg-adjusted P values are presented to account for multiple comparisons. A secondary aim was to evaluate mediators of the intervention effects; however, these analyses are not included in this article. Imputation was planned if loss to follow-up was greater than anticipated (ie, >20%). Even though the observed loss to follow-up was at the anticipated rate of approximately 20%, post hoc multiple imputation analyses were conducted. Based on the fraction of missing data, 20 imputed data sets were generated using fully conditional specification methods. The procedures described above were followed for the multiple imputation analyses.
Because previous data from the SAFE study showed that infant care practices vary by race/ethnicity, 18 and recruitment for SMART oversampled black and Hispanic mothers, post hoc exploratory safe sleep outcomes for black, Hispanic, and white mothers are also provided. Statistical analyses were performed using SAS version 9.3 (SAS Institute Inc). Two-sided P values less than .05 were considered statistically significant.
Results
Study Population
Of 3733 mothers assessed for eligibility, 2937 (78.7%) were found to be eligible based on chart review or interview with the mother. Of these, 387 were not approached for consent due to lack of ability to meet with the mother prior to hospital discharge. Therefore, 2550 (86.8%) were approached and 1600 (100 per hospital) provided written informed consent (62.7%). The mean (SD) time to complete enrollment was 200 days (76 days; range, 81-361 days) and was largely dependent on the annual number of births at each hospital. All hospitals achieved 90% adherence with all NQI measures except for encouragement of pacifier use before initiating mother recruitment. The mHealth messaging intervention was not correctly enabled on the cell phones of 20 women at enrollment (these women did not receive the videos or queries) and 337 were lost to follow-up. The survey was completed by 1263 mothers (78.9% of those enrolled; Figure) . The mean (SD) maternal age was 28.1 years (5.8 years) and 32.8% of respondents were nonHispanic white, 32.3% Hispanic, 27.2% non-Hispanic black, and 7.7% other race/ethnicity. The mean (SD) infant age was 11.2 weeks (4.4 weeks) and 51.2% were female. Survey nonrespondents were more likely younger than 30 years, black, never married, and to not have attended college (P < .001 for all). The characteristics of the respondents appear in Table 1 . The characteristics of both respondents and nonrespondents appear in eTable 2 in Supplement 2. The rates of opening and viewing messages were consistently higher than 50%.
Infant Safe Sleep Outcomes
The prestudy (from SAFE study participants) rates of parental adherence to infant safe sleep practices that were used as baseline rates appear in Table 2 . The demographic characteristics of prior SAFE study participants used to calculate baseline rates appear in eTable 3 in Supplement 2.
Safe sleep outcomes by group assignment appear in Table 3 . Mothers who received both the NQI and mHealth safe sleep interventions had the highest rates of adherence to all 4 recommended outcomes (92.5% for supine sleep position, 85.9% for room sharing without bed sharing, 81.9% for no soft bedding use, and 76.2% for any pacifier use), followed by mothers who received the breastfeeding NQI and the safe sleep mHealth intervention (88.3% for supine sleep position, 79.9% for room sharing without bed sharing, 77.8% for no soft bedding use, and 69.3% for any pacifier use).
In the prespecified adjusted analysis for supine sleep position, the main effect model showed significantly greater adherence to the safe sleep recommendation for those given the mHealth intervention (adjusted prevalence in the intervention and control group of 89.1% and 80.2%, respectively; adjusted risk difference, 8.9% [95% CI, 5.3%-11.7%]) and no significant effect for the NQI intervention. The interaction model showed a significant interaction between the 2 interventions, suggesting that mothers receiving both the NQI and mHealth interventions had better adherence to supine sleep recommendations than mothers receiving the mHealth intervention alone.
Because a significant interaction was not observed between the 2 interventions for the other 3 safe sleep outcomes, the separate effects of each individual intervention are reported. In each case, the adjusted independent effect of the mHealth intervention was significantly greater adherence to the recommended sleep practice (adjusted prevalence for usual room sharing without bed sharing was 82 17 which was an observational study with no interventions. These data are limited to English speakers to be most comparable with the inclusion criteria for this study. Infants were aged 60 to 227 days when SAFE survey given to mothers. Soft bedding data were not available in the SAFE study. Sample size for individual questions varied due to missing data.
Post hoc Analyses
Post hoc sensitivity analyses that accounted for loss to follow-up through multiple imputation (eTable 4 in Supplement 2) showed that the interaction between the NQI and mHealth interventions was not significant for supine sleep position. Although the effects for the mHealth intervention were somewhat attenuated, they remained consistent with the main analysis.
A post hoc analysis in which the data were stratified by race showed that even though control rates of the safe sleep outcomes varied widely depending on race, the rates of beneficial outcomes for the group receiving both the NQI and mHealth safe sleep interventions were similarly high regardless of race (eTable 5 and eFigure in Supplement 2).
Discussion
In this RCT of 2 complementary interventions to improve infant safe sleep practices, receiving a safe sleep mHealth intervention resulted in increases in supine sleep position placement, room sharing without bed sharing, no soft bedding use, and any pacifier use at 2 months of age compared with controls. The safe sleep NQI intervention alone did not significantly affect any of these outcomes, although the significant interaction for supine sleep position suggests that mothers receiving both the mHealth and NQI safe sleep interventions had the highest adherence to supine sleep position placement.
There have been few RCTs to improve infant safe sleep practices, and the rates of supine sleeping (92.5%) and room sharing without bed sharing (85.9%) achieved in this study are much higher than have been achieved in other trials. A trial of educational interventions with US child care providers improved reported supine sleep position placement from 65.0% to 87.8% and observed supine sleep position placement from 51.0% to 62.1%. 34 Individual education with Brazilian mothers improved supine sleep position rates 2.2-fold 3 months after the intervention. 35 A recent RCT of health messages that emphasized the importance of suffocation prevention had no effect on infant sleep position or sleep location, but demonstrated small significant decreases in soft bedding use. 36 To our knowledge, there have been no RCTs to improve pacifier use. The safe sleep NQI intervention did not influence infant safe sleep practices. Other studies have found that mothers usually intend to adhere to infant safe sleep practices before they are discharged from the hospital, but that the challenges of caring for a newborn may result in changes in practice.
14 It is possible that hospital staff teaching and modeling (although important in establishing the practice standard) may not be sufficient, or that already existing hospital educational policies may have limited the incremental effect of this NQI intervention.
The safe sleep mHealth intervention was effective in improving infant safe sleep practices. It was particularly effective for improving room sharing without bed sharing and increasing elimination of soft bedding use, both of which demonstrated absolute risk differences of greater Calculated from odds ratios and 95% CIs from logistic regression. than 10 percentage points. Even though improvements in supine sleep position placement and any pacifier use were statistically significant, these improvements did not meet the study sample size-based minimal clinically important difference of 10%. The messages and videos were timed to address challenges and questions that arise at specific time points; therefore, providing this additional information to parents at critical times may have been important in assuaging concerns about adherence to recommended practices. Furthermore, receiving frequent videos and email or text messages may have served as a virtual support system for mothers, reinforcing safe parental practices. Analyses of mHealth interventions for multiple health issues have found that messages tailored to clinical situations and sent on a daily to weekly basis are associated with positive effects.
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There are persistent racial/ethnic disparities with regard to adherence to infant safe sleep practices, 6,9,10,12 and this was reflected in the rates of adherence in the control group. However, in a post hoc analysis, these disparities were no longer significant in the group receiving both the NQI and mHealth safe sleep interventions. This analysis should only be considered as hypothesis-generating and requires further study before reaching any conclusions. An important goal of this study was to test interventions that, if effective, could be implemented widely and costefficiently. Messages and scripts that could easily be incorporated in plan-do-study-act cycles to improve safe sleep teaching were developed. Furthermore, because the rates of opening and viewing messages in this study were consistently higher than 50% and almost all adults now have cell phones or email access, it is likely that this type of intervention would be feasible and well received by parents. Although it may seem labor intensive to send daily messages, the email and text messages can be automated to easily reach large populations. In addition, messages can be retrieved asynchronously when convenient to the patient. 38 This study did not measure intervention costs or the efficacy for clinical end points so it is possible that the intervention may not be cost-effective.
Limitations
This study had several limitations. First, there was a lost to follow-up rate of 21%. Nonrespondents were predominantly younger, black, single, and less well educated, which are all factors typically associated with higher rates of nonadherence with safe sleep recommendations. Although this may indicate a lack of engagement in this subgroup, respondents with similar demographics demonstrated changes in practice (eTable 5 in Supplement 2). Nonetheless, other approaches may be needed to reach these mothers. Second, because enrollment was limited to English speakers, the results cannot be generalized to non-Englishspeaking populations. Third, the large majority of responses (72.6%) occurred when infants were aged 8 to 12 weeks. It will be important to assess continued adherence, particularly as mothers return to the workplace. Fourth, this study was not powered to assess adverse events. Fifth, this study did not measure clinical outcomes (ie, rates of sudden unexpected infant death). Sixth, this trial has limitations inherent in self-reporting. Mothers who received the NQI and mHealth safe sleep interventions may have been more reluctant to report practices inconsistent with the messages received in the interventions, which would overestimate the effect of the messaging. However, the prestudy levels for each behavior are comparable with other studies, 9,12,39 suggesting the validity of the study methods used and the analyses adjusted for prestudy between-group differences. Furthermore, to minimize reporting bias, queries about infant care practices other than sleep and feeding (eg, immunizations) were in the survey so that specific outcome measures were less obvious. To minimize contamination of the various intervention groups, a cluster randomization scheme that randomized by hospital was used. Given the consistency of results across all end points, in the different groups, and with SAFE prestudy data, these results are likely to be valid.
Conclusions
Among mothers of healthy term newborns, a mobile health intervention, but not a nursing quality improvement intervention, improved adherence to infant safe sleep practices compared with control interventions. Whether widespread implementation is feasible or if it reduces sudden and unexpected infant death rates remains to be studied.
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Author Contributions: Drs Heeren and Corwin had full access to all of the data in the study and take responsibility for the integrity of the data and the accuracy of the data analysis. [70] [71] [72] [73] [74] , so that these can proactively be addressed. are still emerging at the end of these focus groups, more will be conducted until thematic 365 saturation is reached. Each focus group will have 6-8 participants. To aid in recruitment, $50 and $25 store gift cards, respectively, will be provided to each mother and nursery staff 367 member.
368
A trained facilitator will lead the focus groups, using a general interview guide, with topics to 369 be discussed. However, the flow of the conversation will be largely framed and structured by 370 the respondents. Nursing focus groups will discuss common concerns about and barriers to 
381
C5a. Site Recruitment. As stated above, the 16 SMART sites will be selected from sites 382 currently participating in the SAFE study. Using probability sampling of all US hospitals that 383 deliver ≥100 newborns per year, SAFE has recruited a nationally representative sample of 32 384 hospitals. Table 2 provides a list of these 32 hospitals, along with the number of births per year,
385
and the calendar quarter during each year that the hospital is targeted to perform maternal 386 recruitment. In the current SAFE study, each hospital recruits ~40 mothers per year in their assigned confident that almost all of the 32 current SAFE sites will be available as a pool from which we 402 will be able to identify the proposed 16 SMART sites. 
387
444
The hospital will be asked to enumerate all births happening within their specified data collection 445 period and then to select a systematic sample of mothers using pre-assigned "start with" and
446
"take every" numbers.
447
During the period of a given site's subject recruitment, the interviewer will review each day's 448 hospital birth log and apply the subject-sampling scheme as described above. the follow-up survey will receive a $10 store gift card. We are successfully using this step-wise 518 follow-up strategy in the SAFE study (80% response rate).
519
C7d. Survey Content. We will be using the 2 survey instruments being currently used for the 520 SAFE study, with modifications to include questions about soft bedding and feeding practices. 
531
All study data will be managed at the SEC. Each subject will be assigned a unique study 532 identifier code. Data from completed online surveys and CATIs will flow directly into the main 533 study Microsoft Access database. Data from initial interviews and follow-up surveys received by 534 mail will be optically scanned into the study database. Standard quality control and cleaning 535 procedures will be applied to ensure that accurate data entry has occurred with each completed 536 survey. All study data will be stored on secure password-protected computer servers, which are 537 backed up automatically on a daily basis and maintained by the SEC's full-time Information
538
Systems staff. The database will be programmed to produce weekly reports tracking enrollment 539 and follow-up completion and other periodic reports as required by study staff. 
585
While our focus is on safe sleep outcomes, we will also be able to test the effect of the 586 breastfeeding interventions on breastfeeding behavior (treating the safe sleep interventions as 587 controls). Breastfeeding behavior will be captured through 4 outcome measures: exclusively 588 breastfeeding (yes or no) and any breastfeeding (yes or no), both over the 2 weeks prior to the 589 follow-up survey and at the time of discharge from the hospital. The effect of the 2 breastfeeding 590 interventions on these outcomes will be evaluated through GEE logistic regression models, as 591 described above. 
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Enrollment: Subject enrollment rate will be monitored on a weekly basis. If a given site is not 619 meeting enrollment goals, a telephone conference between study investigators and the site staff 620 will be convened to discuss enrollment procedures and difficulties encountered and a site visit 621 may be arranged if the need for further site training is identified.
622
Retention: Strategies for retention are described in section C7c. In the SAFE study, these 623 strategies have resulted in an 80% response rate in the follow-up survey. Response rates will 624 be monitored on a weekly basis. If response rates fall below 80%, we will undertake additional 625 procedures to improve response rate.
627
C11. Potential problems and alternative approaches. 
633
Eligibility criteria: Although we acknowledge the important role that fathers and other family 634 members may play in making infant care decisions and while these family members will be 635 encouraged to participate in the intervention, we will be studying the behavioral choices of 636 mothers of newborn infants in this protocol. In addition, although it would be ideal to assess the 637 intervention in non-English-speaking mothers, due to cost and time constraints in developing 638 language-specific curricula, videos, and surveys, and most importantly, because the infants of 639 recent immigrants have lower rates of SIDS and unintentional injury deaths related to the sleep 640 environment than US-born infants, eligibility in this study will be limited to English-speaking 641 mothers.
642
Validity of maternal report: It is possible that mothers might tell interviewers what they think researchers want to hear rather than what they actually do at home. This type of reporting bias 644 is always a possibility when there is reliance on self-report of behavior, especially when there 645 may be a perceived negative connotation to a particular response. Ideally one would directly 646 observe the behavior in the home, however, this in not a practical approach for this study.
647
Objective data from the CHIME study demonstrated high correlation between maternal report of 648 infant positioning and positioning detected by sensors. 85 Nonetheless, to address this issue, we 649 designed our survey instruments in a manner such that: 1) particular responses do not seem 650 more "correct" than others; 2) items surveyed include more than just the "recommended 651 practices"; 3) information is not provided to participants that might influence their subsequent 652 behavior, until after key information is collected regarding the behaviors of interest.
653
Variation in baseline practice by hospital: All hospitals have policies regarding breastfeeding 654 and safe sleep promotion. We will be aware of these baseline practices at the beginning of this 655 study from the data obtained in SAFE. In addition, our interventions will be much more 656 comprehensive than any of the baseline hospital practices. 
